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This study attempted to preliminarily examine 
the psychosexual functioning of Chinese women with 
gynaecological cancer before and after surgery. 30 
Chinese mairied women aged 27 to 60 years old with 
gynaecological cancer participated in this study. 
These patients were diagnosed to have gynaecological 
'cancer for not more than 6 weeks at the , time of study. 
The Chinese Derogatis Sexual Functioning Inventory 
(DSFI) was used to measure patients' selff-concept, 
sexual functioning, psychological well-being, and 
physical distress. As hypothe~ized~ there was a 
decrease of psychological symptoms and an increase of 
body . image after surgery. Moreover, there were some 
findings different from the previous studles on 
Chinese women with gynaecological cancer. -Though 
there is a significant decrease of sexual satisfaction 
at post-surgery, women in .our study were not reluctant · 
to resume sexual intercourse. In fact, 39% of the 
women pr~ferred to increase the frequency of sexual 
intercourse after surgery. Furthermore, a follow up 
. longitudin·al study of this study was recommended . . 
ii 
Acknow1edg~ents 
I wish to "' express my de"ep appreciation to Dr. 
Catherine _Tang, my thesis supervisor;' ··for'-her··va·luab:l'e 
guidance and insightful suggestions-. Immeasurable 
thanks should be given to Dr. Tony Chung for he 
granted me an opportunity to carry out this study and 
offered me sUbstantial support "throughout the process. 
I am also grateful to Dr. Freedom Leung, member of my 
thesis committee, for his helpful comments on the 
proposal and on the final report of this study. I 
would also like to thank pr. Derogatis for his 
permission to translate DSFI to Chinese. I owe a debt 
of gratitude to the patients who have shared their 
time, and their hearts with me for wh~t they have 
given can never be valued. _Last but not the least, I 
am particularly thankful to my respectable friends, Ms 
o Wai Sheung "and Ms. Lillian Chan, for their 
encouragement and emotional support, wi thout which-, - I 
might not be able to endure to the end. 
Hi 
iv 
Table o·f Contents 
Abstract ii 
Acknowledgements ....... . . ................ . iii 
Table of Contents ..................... vi 
Li st of Tables .......................... . v 
List of ·Appendices •••••••••••••••••••••••• • e · e •••• vii 
Introduction . . .............. ...................... 1 
Method ................................ 28 
Results ............. a· .. a a .......... a......... ..... 41 
Discussion .................... 63 
Limitation and Recommendation .................... 78 
. Reference ...................... " ........... . 82 
Appendices .... . -..................... . 92 
V 
List of Tables 
Page 
Table 1 
Demographic Information of Subjects 29-30 
Table 2 
Mean and Standard Deviation of the 42 
Variables Employed in this Study 
Table 3 
Cronbach's Alpha of the Sub-scales 43 
of DSFI 
Table 4 
Cronbach's Alpha of GHQ, 'BDI, and SES 45 
Table 5 
Correlation Coefficients between GHQ, 47 
PSYCHOLOGICAL SYMPTOMS, BDI and AFFECT 
(NEGATIVE), SES and BODY IMAGE 
Table 6 
Frequency of Survey on Cancer 48-49 
Information 
Table 7 
Internal Reliability, Mean, and 53 
Standard Deviation of the Variables 
Employed in the Pre— and Post— Surgery 
Survey 
Table 8 
Correlation Matrix Among Variables 54 
Employed at Pre-Surgery 
vi 
Table 9 
Mean and St~ndard Deviation of the 56 
Variables at Post-Surge,ry , 
Table 10 
Correlation Matrix Among Variables 57 
at Post-Surgery 
Table 11 
Results of Paired T-T"est from Pre- to 60 
Post- Surgery 
Table 12 
Results of Paired T-Test from Pre- to 61 
Post- Surgery by Career 
Table 13 
Results of Paired T-Test from Pre- to 62 






List of .Appendices 
Page 
Appendix A 
Questionaire: Demographic information 92 
Appendix B 
Questionaire: Physical Symptoms checklist 93 
Appendix C 
Questionaire: Cancer Information · 94-95 
# Introduction 
The num,ber of people suffering from cancer 
increases rapidly in this decade and the study of 
cancer becomes an important topic in health 
psychology. For women, breast cancer is the first 
common site for cancer, while gynaecological cancer 
being the second most common si te (.Broome & Wallace, 
1984). The most common sites for gynaecological 
cancer are the cervix, endometrium, ' and ovary. They 
. account for 95% (Andersen & Jochimse~, 1985} bf all 
gynaecological cancer. According to 'the Statistic 
Report of the Hospital Authority of Hong Kong, among 
the total population of 6,000,000, there were 
altogeth~r 601 patients died of gynaecological cancer 
, in 1992. Among the total number of female patients 
died of cancers, the gynaecological cancers group was 
54.8%. Treatments for gynaecological cancers include 
radiation therapy or radical hysterectomy for cervical 
carcinoma, surgery for endometrical cancer, and 
treatments will have effect on fertility (Anderson, 
1983; Lamb & W'.:,.:)ds, 1981). Furthermore, the side 
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recreational activities, sleep patterns, and home 
manag~ment (Nail, 1986). 
For women with gynaecological cancer, the issue 
of self-concept is a central concern for many , of them ' 
(Derogatis,1986). The body-image component of self-
concept, i.e. perception and evaluation of one's 
physical functioning and appearance, is obviously . 
affected by their illness. ' Schwab and Hameling (1968) 
studied hospitalized patients and their findings 
showed that body image p~ummeted during illness. Not 
only was the affected parteyaluated negatively, but 
also the whole b6dy image might take on a negative 
aura (Taylor, 1991). ' For acutely ill patients, 
changes in body image are short-lived; but for cancer 
patients, negative e~aluation may last longer (Taylor, 
1991). Patients who must adjust to a permanent 
alteration in their physical appearance may take some 
time to do so. ~len illness threatens sexual 
functioning, ', such as it does for gynaecological 
ca~cers,body image may be affected (Taylor, 1991). 
However, research of self-concept, sexuality, and 
psychological well-being of these patients are few, 








For all gyna~c910gical cancers, ,they not only 
affect body and self-image, but can also diminish 





unattractiveness (Burbie & Po~insky, 1992). Review ~ 
; 
literature on the psychosocial impact of breast cancer 
also suggested that 25% of the breast cancer patients 
suffered marked psychosocial distress such as altered 
body ,image and ,decreased sexual functioning after 
treatment (Glanz & Lerman, 1992). 
Derogatis's Model of Cancer Impact 
Derogatis (1979) has introduced, a rather 
comp~ehensive model to describe the nature of the 
effects that gynaecological cancer have upon women's 
personal "identity. In his model, body image and 
sexual functioning are the central and interrelated 
components of patients' self-concept. The two 
components are modified bya number 6f variables, i.e. ; 
, premorbid adjustment, attiiudes and expectations, 
marital relations and social supports, age and 
demography, gender role and body image salience arid, 
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Premorbid adjustment. Age and demograph~ 
Attitudes and 
expectations 
. Marital relations and 
social.,suPP°rts 
,'. 
'Gender role and body 
Image salience ' 
Disease stage and 
treatment-
. .. , \ 
Premorbidl 'adjustment describes the way of 
previous resolution of life crisis and challenges. It 
is ass~med that if an~ndividual can successfully cope 
with his/her previous crisis, he/she can better cope 
with later illness or stress. Following the same line 
of thought, good sexual functioning prior to the 
illness may anticipate a return to satisfactory sexual 
adjustment after treatment (Derogatis, 1986). 
Sexual relationship is one 01 the important 
aspecti in human being. The sense of a 'complete man' 
or 'complete woman' is to a ~arge degree based on the 
capability to have successful sexual relations 
Sj 
'(Derogatis & Melisaratos, 1979). The World Health 1 
Organization asserts that 'sexual health is the 
integration of the somatic, emotional, intellectual, 
and social aspects of sexual being in ways that are 
p6~i~ively enriching and that enhance personality, 
communication, and love.' (Lamb & Woods, 1981, p.137) 
that includes the bio-psychosocial aspects and can 
promote healthy peisonality. 
The word ,'sexuality' may carry different 
meanings in patients (Lamb & Woods, 1981). ' For 
, example, for gynaecological cancers, treatment will 
• J 
probably have effec~s . on fertility; while for breast 
cartcer, there will be no effect on fertility. 
However, radical mastec~omy will affect individual's 
sexuality in a way that their sexual partners .may feel 
some constraints when they want to have physical 
contact with their spouse but for fear they may hurt 
their partners at the surgery site. Gynaecological 
is no tactile reminders that their sexual body has 
altered (Andersen & Joch~fusen, 1985). 
Everyone fears the loss of their loved ones and 
women fear the loss of their husband or partner. 
Cancer is , a fearful disease as patients may suffer 
rejectiorr from others though cancer itself is not 
contagious. It was P9inted out that ' 'genital cancer 
presents a double threat to a woman; one obvious and 
easily 'dealt with, the threat to her 'survival, the 
other the threat to her body image and to her personal 
,and cultural r0' es.' (Sewell & Edwards, 1986, p.42) 
Often after a simple hysterectomy, women do not tegard 
themselves fully a woman (Sewell & Edwardsm 1986) . 
Stephenson and' Grace (1988) compared cerv~x cancer 











the former group was ~exually less responsive and more 
poorly adjusted maritally then the latter group. 
Attitudes and expectation of Derogatis's model 
of cancer impact refers to whether the patient . has a 
realistic anticipation of her disfigurement and 
dysfunction. The more realistic the anticipation, the 
b~tter the adjustment (Derogatis, 1986). Fot example, 
patients with breast cancer who have psychological 
p~eparation that possible disfigurem~nt would be 
encountered after surgery would have better adjustment 
than those patients who do not expect any physical 
. change after surgery (GlanzanJ Lerman, 1992). With 
psychological p~eparation, patients do not find the 
changes as a shock and they can adjust to the changes 
gradually. 
Body image salience of Derogatis's model refers 
toho~ a woman's perception of herself influence her 
sense of well-being. Carl Rogers (1951) defined self-
concept as an individual's perception of his/her own 
capacity and human relationship. Fisher and Cleveland 
(1968) s~ggestedthe term 'body i~age' as an 
individual's psychological .experience and his/her 
feelings and attitudes toward his/her own body (Fisher 





seem to be two related concepts and the former focuses 
more on the cap~city and inter-personal aspect of an 
individual's perception .of his/her appearance (outer 
self). However, these two con~epts are. not 
independent. Wapner & Werner opined that an 
individual's perception of his body size may be 
affected by his "attitude toward himself. Body 
attitudes may ~lso be the outcome and reflection of 
interpersonal relationships (Wapner & Werner, 1965). 
In relation to the adjustment of patient~, for 
patients who are able to accept their changes in body, 
changes do not affect their perception of capacity and 
their human relationship. In contrast, for patients 
who have ~ negative perception of their body changes, 
"they may reject themselves and withdraw in inter-
personal relationship. In sum, one's body image and 
self-concept affect intra-personal and inter-personal 
adjustment. 
Gender" role identification. Sex is an ascribed 
status as it is determined by nature, while gender is 
.. an achieved status as it is determined by nurture 
(Linda & Lindsey, 1990). Gender role is therefore 
set~ ' of social cult~ral expectations that guide the 
. f ' 
" ~ 
# 
behaviour of the members of each sex (Vander Zanden, 
1990) . 
Schain (1981), Rosser (1981) and Polivy (1977) 
found that women with an extre~e role definition of 
'feminine' and those who depended heavily on physical 
appearance to define their feminine role, would have 
more adjustment difficulties· (Sewell . & Edwards, 1986). 
For those patients who perceived themselves solely by 
their physical appearance than other elements like 
virtues, human relationship, or c~pacity,when their 
physical appearance is negatively affected by 
illnesses, it seems that their sense of self is 
. . 
totally collapsed as the physical self is their ~ll in 
all. However, for patients who have a balanced 
concept of self, physical appearance is only a part of 
their total self. Though illness may change their 
figure, they still have their capacit~, adequate human 
relationship and virtues that may not be lost because 
of their illness. 
Age and other demographic particulars of 






cancer. Roberts, Rossetti, Cone and Cavanagh(1992) A 
fo~nd a stiorig n~gative correlation between age and 
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, 
be more at risk for psychological problems after 
." ~. 
radical gynaecological surgery than the older patients 
(Roberts, 1992). 
Marital relationship and social supports are 
other sets of mediating variables that affect 
patients' adjustment to illness. Several studies 
(Jamison et al., 1978; Weisman and Worden, 1977; 
Wortman, 1984) 'concluded that the nature and sizes of 
patients' supportive network can be a determining 
factor of psychological a9justment to illness (Vaeth, 
1986). Sometimes, patients ~ay be terrified beyond the 
proportions of their illness. For example, cancer 
patients may be avoided and isolated by others or even 
family members because of some misconception that 
cancer is contagious. For patients, it is r~ther 
hurtful that they are being rejected; · while for their 
families and friends, they also feel bad and 
distressed for not being able to accept their~ick 
famili member or fri~nd psychologically. Marital 
relationship may also be affected if there isa ' 
. 1 
decrease of sexual functioning of ·the patients 
(Taylor, 1991) . . Decrease in supportive relationship 
is ' ~ot only an end in itself as patients may have a 
, 
.; . . 




However, if a supportive network can be maintained or 
even enlarged, t~ough they are suffering from serious 
illness, ' patients will have more courage to combat 
their illness and to face the changes it brings~ 
Fi~allYI the disease stage and treatment are 
also decisive variables that affect patients' illness 
(1969) described, patients need to go through several 
stages before they can accept the fact that they 
suffer from cancer, i.e. denial, anger, bargaining for 
life, acceptance and detachment. When a patient 
learns that he/she suffers from cancer, the first 
reaction may be a shock and he/she also may deny. 
Afte~shbP~ing around for treatment and the diagnosis 
has been confirmed,ang~t may be prominent in this 
stage and 'he/sh8may ask the question 'why me 7'. 
He/she ~ then wish to bargain for life ahd is willing to 
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realizes that 'death is unavoidable and he/she has to ~ 
acce~t the reality gradually. Finally, death becomes 
more detached and he/she m~y intellectualize or 
rationalize death . . In reality, these five stages may 
not " come in exact order. Patients may pass through 
some ' of the stages in reverse order or they may miss 
I r 
, i 
~ : . 
. ~. 
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some stages. Early stage patients may suffer less 
physically but i~ may be a difficult time for them as 
they are struggling hard ,to face sudden onset of 
cancer. For terminal stage pat~ents, facing treatment 
and its side effects is the concrete hardship as they 
suffer so much physically. However, better acceptance 
of illness may be possible for the latter group since 
they have more time to overcome their psychological 
distress. 
Studies on the Cancer Impact Model 
Derogatis model of cancer impact , is a 
comprehensive model which labels almost all the 
possible causes of can~er impact. The variables in 
the model ~re revealed in various studies to examine 
the impact on sexual f4nctioning, premorbid 
adjustment, gender role, body image salience, and 
disease stage and treatment. In a study of predicting 
the p~esenceor absenc~ of c~rvical cancer among 68 
subj eets, . Sch~nole and I ker (1971 ) found that 28 of 
them ~xperienced feelings of hopelessness or were 
predisposed to hopelessness. Among them, 16 (68%) of 
. them had carcin6ma in situ and 3 had invasive cancer. 
Fbr · the 40 ·subjects ~ho were not predicted to have 









results suggested that psychological distress might 





Graham (1959) also ~tudied two groups of patients with ~ 
; 
'invasive carcinoma. The first ~roup composed of 
while ,the second group were patients having a normal 
childhood and adolescence. The findings showed that 
persistence of disease, recurrence or death within 6 
months were found in 57% of the first group of 
patients as compared with ~5% of the second group of 
patients (Young & Ehrhardt, 1980). It seems that 
patients' premorbid adjustment relates to the 
prognosis of illness. 
In·~' controlled longitudinal study of women 
withcancer"Andersen(1989) found that ,patients 
reported declines in intercourse frequency,decrease 
in sexual excitement, and less positive global 
evaluation of theii s~xual life after treatment. 
Anderson in his another study also suggested that . 
women ~with cancer were at risk for sexual difficulties 
.. and dysfunctions following treatment · (Anderson & 
Elliot, 1993). Reviewed literature (Weijmar, 
Brar:isfield, Van-de-Weil, 1992) concerning the studies 
of gynaecological cancer, sexual functioriing, and 
. .. ' 
1 . 
# 
sexual rehabilitation.showed that when comparing the 
difference of sexual functioning of the, symptomative 
period preceding the discovery of gynaecological 
malignant disease and the period. right after diagnosis 
and treatment, 16 pre-post treatment studies showed 
deterioration of sexual functioning. Moreover, 44 
post-treatment studies found that gynaecological 
cancer and its treatment afterwards had a deleterious 
effect on sexual function~ng. 
However, in Andersen. & Hacher's (1983) study of 
the sexual functioning of women after receiving 
treatment for .gynaecological cancer, frequency of 
. . 
, intercours~ or orgasm was found .to be an important 
behaviour f~r data collection. Besides, other 
var~ables such as patients' awareness of ,physiological ' 
incidents of sexual arousal and body image were also 
i~portant factors for sexual satisfaction of 
gynaecological cancer patients . (Broome & Wallace, 
1984). Moreover, St~ptoe, Horti, and Stanton (1986) 
found :that gynaecological cancer was positively 
"associated with psychiatric status and gynaecological ' 




















In a study or the psychosocial impact of breast 
cancer,review literature discovered that coping 
styles and pre-treatment psychiatric morbidity could 
'moderate the impact of breast cancer (Glanz & Lerm~n, 
1992). Beckham and Godding (1990) also suggested some 
potential variables that could affect dysfunction in 
cancer patient s, i.e. premorbid sexual f unctioning, 
patients' definition 'of sexual satisfaction, body 
image, functional status, marital status, treatment 
modality, and stage of cancer. 
Some studies found that ,pre-operative 
preparation could beneficially influence recovery 
(Mavria~/Peck & Coleman~ 1990) Leventhal (1971) also 
suggested that post-operative anxiety is linearly 
related to pre-operativ~ anxiety (Simpson & Lellett, 
1987). Mavrias, Peck & Coleman (1990) conducted a 
study ~~ giving pre-operative preparatory information 
to patients two weeks before surgery so as to reduce 
their fear and anxiety. The three main types of 
information were procedural information, sensory ' 
.. information, and coping information. Results revealed 
that there w~s rio significant difference on !ecovery 
rate between patients having preparatory .information 







The studies above indicated that gynaecological 
cancer and its treatment may affect pat~ents' sexual 
or psychological function~ng. However, there are some 
mediating variables ~uch as the pre-operative 
preparatory information, patients' premorbid sexual 
functioning, body image, disease stage, and treatment 
modality which may intensify or lessen the effect of 
sexual functioning. These studies and their findings 
further support Derogatis model of cancer impact which 
should be explained by a mu~tivariate approach rather 
than a simp~e correlation. 
Assessment ·of Sexual Functioning 
Derogatis has de~eloped an multidimensional 
Inventory, t '.e. Derogatis Sexual Functioning Inventory 
(DSFI) ' to measure sexual, functioning. Th~ inventory 
is a comprehensive one and it consists often domains, 
i.e. information, experience, drive, attitudes, 
piychological symptoms, affect, gender role 
definition, fantasy, body image, and sexual 
satisfaction (Derogatis, 1979) ~ Information about 
physiology, anatomy and psychology of sexual 
relationship can contribute and facilitate s~xual 




inadequacy in information might be a cause of sexual 
dysfunction. 
An individuil's , sexual experience po~itively 
correlates with successful sexual relationship. 
Sexual behaviours are motivated by sexual needs, and 
furth~rmore, by rage, guilt, jealousy and revenge, and 
,all these are considered to be a driving force to 
sexual beh~viours. All of us are given a gender when 
we are born. A gender identity is established after 
an ' iridividual has sought a balance be~ween the 
behaviour or masculinity a nd f emi ni nity. Sexual 
attitudes, reflect an individual's predomi nant value 
orientation~ i.e. liberalism and conservatism are used 
to polarize~ifferent sexual behaviours. Sexual 
17 
f~Dtasy assimi lates r eal ity and i t r eflect s our sexual , 
' wishes ,and dri ves. When an i ndi vidual f eels being 
loved and has a capacity for l ovi ng, his body .... image as 
well as self-estee~ ' will be promoted (Derogatis, 
1979) . 
, Sexual satisfaction is indicated by frequency ' 
.of sex, degree of variation in sexual activities, and 
corrununicationb~~t:ween sexua l partner s. Sexual 
dysfunctions and sexual disorder may not be sexual 
problem; b~t ' they may implypsychological .disorder and 
" ,J I ~ 
18 
disintegrity. Thou~h.it is difficult to determine 
which is the antecedent and which is the result, the ~ 
two disorders are inter-related. Furthermore, no 
matter males or females, they would display negative 
affect when they have sexual disorders (Derogatis, 
1979). The 10 domains are inter-related that one's 
~ ' sexual functioning can 'be explained by tracing this 
line of thought. First of all, sexual behaviours are 
aroused by sex drive, ,and our sex orien~ation is , 
according to the gender rol~ which we ascribed. Our 
sexual attitude then will deter~ine whether we are 
liberal .or conserv~tive in our sexual behaviours. Sex 
drive together with ,sexual fantasy will facilitate our 
urge to be loved. To be loved is a kind of 
satisfa~tion that ,will enhance our body image. 
However, unpleasant sexual experience may leave a scar 
to a per~on ' and his later sexual relationship may 
become unsatisfactory. Besides, sexual dysfunction 
may be possible . and it may imply the presence of 
psychological symptoms, or the person does not have 
sufficient or accurate physiological and psychological 




Studies on Chinese ~amples 
Chinese studies in this area are ,few and most 
of them usually focus on the treatment modalities, 'and 
psychosexual or psychosocial functioning of women with 
gynaecological cancer. For instance, Ngan and Tang 
(1984) stu~ied 21 Chinese patients who were suffering 
from carcinoma of the ,ovary and ' had received surgery 
and chemotherapy. The needs and emotional state~ 
related to disease and treatment of these patients 
were observed. The findings showed that most patients 
were not keen to know more about their illness and its 
treatment. They depended on the doctors and left all 
decisions to them. Hoyand Tang (1985) studied the 
changes in s~xual functioning of 103 Chinese 
'. I . , 
gyn~ecological cancer patients ,after receiving 
treatment which include surgery, radiotherapy and a 
combination of both. Changes in sexual-functioning 
were found in the three groups. However, patients who 
received surgery were found to be more reluctant to 
resume ' sexual intercourse. These researchers 
'~uggested that Chine se patients tended to regard 
surgery as a sigriificant life event which some organs 
in the body had beenr-emoved. Chinese have a belief 




parents should be kep~ integrated. As for 
radiotherapy, it did not eritail removal of any part of 
body and as it might be a better modality of treat~ent 
for Chinese patients. 
Ngan and Tang (1988) also studied the sexual 
functioning in 99 Chinese women· after their treatment 
. J of carcinoma of the cervix. The modalities of 
treatment included radiotherapy, surgery or a 
combination of the two methods. These patients did 
not report any sexual problems before they received 
.. 
treatment. However, 32.9% of p~tients reported 
afterwards .that they had sexual problems and this . 
complaint came equally from the surgery and the 
radiotherapy·' groups. Their common complaint was 
dyspareunia and they reported that they had the 
feeling of an 'altered vagina' after treatmeht. Hoy 
and ~ang (·1995) conducted an earlier study of the same 
population and they found that patients ~ho received 
radiotherapy had an earlier resumption of sexual 
activity. · These researchers speculated that since 
surgery seemed to disrupt the Chinese belief of 'body 
integrity', they took much longer to recover. 
Different modalities of treatment would bring 
an unique effect on the psychosocial morbidity of 
I 
20 
patients, but Alagaratnam and Kung (1986) found that 
diagnosis of malignant played a part too. In their 
study of Chinese women who had breast cancer" or other 
cancers such as rectum, stomach, and thyroid, these 
researchers found that psychosocial morbidity was more 
due t6 diagnosis of malignancy than mastectomy. Loss 
of , femininity and physical disfigurement were not , 
important factors 'contributing to depression. Rather, 
patients had more fears and worries towards the 
diag~osis of malignancy,which implied incurability, 
death, financial difficulty, and social ~cceptance. 
It was speculated that the results might somehow 
caused by the conservative attitudes of Asian women to 
sex and their. uneasiness to talk about sex openly. 
Besides, the breast does not carry the same sexual 
symbolic meaning in Asian women as in the West 
(Ala~aratnam and Kung, 1986). However, ,there is still 
insufficient e~idence to prova this hypothesis. 
Ngan, Tarig and Lau (1994) conducted a 
psychosocial study on 115 Hong Kong Chinese with 
gynaecological cancer. Patients were ' interviewed 
after the diagnosis of cancer but before commencement 
of .treatment. The findings revealed that most of the 
patients had emotional support from family and they 
21 . 
were also clearly informed of their diagnosis. 
Psychological adjustment such as self-es~eem, outlook 
on life, self-role, femini~ity, esteem, neuioticism, 
anxiety, and depression was measured. Most of the 
patients did not indicate any change in these areas. 
The overall psychosodial outcome was also reported to 
. be good as less than 21% of patients expressed anxiety -
o~ depression. Furthermore, social adjustment after 
" diagnosis of cancer such as changes in working 
capaci ty, social life, mar i t .al relationship, and 
sexual life were also measured. - Except for the 
decrease in sexual life, most of the patients reported 
that there was no change in other aspects. Overall 
speaki~g, patients who had good emotional support and 
better psychological adj~stment also had less neurotic 
"symptoms (Ngan, Tang, & Lau, 1994). 
Critici~mon the Chinese Studies 
Tang, Ngan and their colleagues' continuous 
efforts " on studying the impact of gynaecological 
cancer "and its treatment on Chinese women patienti 
~ere much appreciated -as what they have done are for 
the betterment of their patients. However, there is 
still" room for improvement in some areas of their 




studies to validate their findings. It is still 
uncertain that the changes in sexual functioning are 
due to surgery effect or c~ncer effect. Their studies 
also fail to demonst~ate the specific effect of the 
gynaecological cancer or gynaecological surgery on the · 
patients. Secondly, their studies were either a pre-
or post- treatment where information about the pre-
treatment or pre-diagnosed period was only by 
retrospection. It is thus doubtful whether the 
retrospection is a construct~d memory or a fact. 
Thirdly, mos~ of the measurement_ scales employed in 
their studies are self-constructed, 'usually one item 
scale'whereby the reliability and validity were 
seldom reported. Furthermore, in some of the studies, 
patients were interviewed. with open-ended questions. 
It is questionable that ho\v the data were analyzed 
without using content analysis when an open-ended 
~nswer was colle6ted. It seems that there is a lack 
of objective measuring instrument in these studies. 
FourthlY, patients were interviewed for once and nb 
follow up studies had been launched. For instance, 
sexual functioning after treatment may change .after 
tim~ : when patients r~sumesexual activity. In order 
23 
to trace patients' real changes in sexual funbtioning, 
:, 
it is necessary to conduct a longitudinal study 
instead of a cross sectional one. 
Purpose of the Study 
Derogatis's Model of cancer impact is a 
comprehensive model in explaining the possibie impact 
on gynaecological cancer patients. The Derogatis 
Sexual Functioning Inventory is also found to be 
effective in assessing the cancer impact by various 
studies. However, this Inventory had never been 
adopted in Asian or. Chinese population. Hoy and Tang 
.' (1985) speculated that Chinese ~elief of . 'body 
integrity' was being disrupted by surgery and 
therefore much longer time was needed for recovery. 
Taking the chaiacteristic of Chinese into 
consideration, the Model and the Inventory may need 
adaptation and modification for the Chinese 
populat~on. Review studies on sexuality suggested 
that gynaecological. treatment would have effect on 
patients' sexual functioning. However, there were 
some methodological :problems such as patient selection 
"(i.e. marital status, disease stage), and treatment 
modalities. If all these problems are taken into 
consideiation, ' it is . ~uestionablewhether . the findings 
would be the same. 'The studies on self-concept and 
24 : 
cancer did not refleGt current conceptualized self-
concept and cannot tangle the self-concept/cancer 
relationship (Curbow, Som~rfield, Legro, Sonnaga, 
1990). This gap between self-concept relationship is 
awaiting to be filled. Segal & Blatt (1993) tried to 
address the role of the self in different forms of 
psychological problems, i.e~ anxiety, depression, 
borderline personality disorder,etc.,from within the 
cognitive-behavioural and psychodyna~ic traditions. 
The concept of selftheref~re begin to take a greater 
part in explaining psychopatho~ogy. Moreover, th~re 
is still an absence of studies on the alteration 'of 
self-concept, sexuality and psychological well-being ' 
of gynaetological cancer patients after surgery. In 
this study, the marital status, treatment modality, 
and diverse time of assessment will be controlled for 
compari~on so ~\S to avoid the methodological problems 
that encountered in the previous studies. 
This study explored the psychosexual 
functioning of the .Chinese patients with 
'gynaecological cancer before and after surgery. In 
order ;to overcome the limitations of the Chinese 
studies .in thisareai a pre- and post-surgery design 






instruments were employed in the present study . 
. Furthermore,. a follow up longitudinal study was also 
planned. The model of cancer impact propo~~d by 
Derogatls (Derogatis, 1986) gave some insights OD the 
selection of .variables and three major areas will be 
examined in this study, i.e. sexuality, self-concept, 
and psychological well-being. According to Derogatis, 
there are a number of variables which may affect the 
body image and sexual functioning of p~tients with 
gynaecological cancer. These variables include 
information,' experience, drive, _ attitude, 
psychological symptoms, affects, gender role 
definition, fantasy, body image, and sexual 
satisfaction. This study was focused along this line 
of thOught. 
It was hypothesized that treatment such as 
surgery. would have a positive psycholog~cal impact on 
Chinese wom~n wittigynaecologicalcancer. The ext~nt 
of positive impact will depend on these women's self-
concept, i.e. body .image and femininity, information 
··about their illness about sexual functioning, ~nd the 
degree . of physical and psychological symptoms. 
Sp~cifically, "as compared to before receiving 
treatment, women with gynaecological cancer who 
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receive treatment would experience more positive body 
image; self-concept, and sexual functioning as well as 
report reduced psychological symptoms, as treatment 
. will increase patients' sense of control and decrease 





1. Subjects · 
Subjects consisted of 30 Chinese married women 
who were still at the age of fer~ility, i.e. aged from 
27 to 60 years old. These women were diagnosed to 
suffer from gynaecological cancer and attended the 
Prince of· Wales Hospital for treatment from May, 1994 
to March, 1995. As the study intended to study 
subjects' difference before and after the surgery, 
each subj ect was thus requ~.red to complete the same 
set of questionaires twice. Subjects' participation 
in the study was voluntary and they could withdraw 
from · the study at any time they wished. Subjects' 
consentwa~· obtained and any information concerning 
the subjects will be kept confidential and restricted 
to research purpose only. Each subject was given a 
key holder as souvenir for their participation in the 
study. 
Table 1 summarizes the demographic information 
of our patient~~ The age of the patients ranged ' from 
27 to 60 years . old with a mean age of ·43.8 years (S.D. 
= 8.34). The age of patients' spouse rangeq from 28 
. to 66 with a mean age of 49 years (S.D. = 9.33). There 
were 2 . (6.7%) patient in the 20-30 age group, 9 (30%) 
Table 1. Demographic Information of Subjects 
Variables 
Age of Patients 
20 - 30 . 
31 - 40 
41 - 50 
51 · '"60 
Education of Patients 
Illerate 














. Employment of Patients . 
Full-time Employment 
Full-time Housewife 
Age of Spouses .. 
20 - 30 
. 31 - 40 
41 - 50 
51 - 60 
61 - 70 
Education of Spouses 
Illerate . 
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Table 1. Demographic Information of Subjects (Cont'd) 
. Variables Frequency Percentage (%) 
Years of Marriage . 
1-5 2 6.70 
6 - 10 . 3 10.00 
11- 15 4 13.30 
16- 20 5 16.50 
. 21- 25 5 16.50 
26~ 30 7 23.30 
31- 35 3 10.00 
36- 40 . 1 3.30 
Types of Cancer 
Cervical Cancer 25 83.30 
Ovarian Cancer 1 3.30 
Uterus Cancer 2 6.70 
Endometriwn Cancer 2 6.70 
. . 
Surgery 
Radical Gynaecological Surgery 30 100.00 
Intervsl between Diagnosis and Pre-Surgery SUlVey 
1 week 3.30 
2 weeks 12 40.00 
3 weeks 6 20.00 
4 weeks . 11 36.70 
Interval between Pre- and Post- Surgery SUlVey 
1 week 5 16.50 
2 weeks 10 33.00 
3 weeks 0 .00 
4 weeks 12 40.00 
5 weeks 1 3.30 
6 weeks 2 6.70 
in the 31-40 age grbup, 12 (40%) in the 41-50 age 
group, and 7 (23.3%) in the 51-60 age group. As for 
" 
the age of patients'spous~, there was 1 (3.3%) person 
in the .20-30 age group, 6 (20%) in the 31-40 age 
group, 8 (26.7%) in the 41-50 age group, 13 (43.3%) in 
the 51-60 age group, and 2 (6.7%) in the 61-70 age 
group. 
Among these 30 patients, 14 (46.7%) of them had 
full-time employment while 16 (53.3%) were full-time 
housewives. As for their spouses, 27 (90%) were 
employed while 3 (10%) were une~ployed. , 1 (3.3%) 
patient was illiterate, 6 (20%) had not yet completed 
primary education, 9 (30%) completed primary 
education, 1 (23~3%) completed Form 3, 6 (20%) 
. completed Form 5, and 1 (3.3%) completed Form 7,. 
Among their spouses, 7 (23.3%) of them had ·not 
completed primary education, 10 (33.3%) · had completed 
primary education, 4 (13.3%) completed Form 3, 8 
(26.7%) completed Form 5, and 1 completed Form 7. 
, These women',s duration of marriage ranged from 
. ·'4 .to 40 years. 2 (6.7%) had married for 1-5 years, 3 
(10%) for 6-10 years, 4 (13.3%) for 11-15 years, 5 
(16.7%) for 16-20 years, 5 (16.7%) for 21-25 years, 7 
(~3.3%) for 26-30 years, 3 (10%) for 31-35 ye~rs, and 
31" " 
, ", . 
1 (3.3%) for 36-40 #y~ars. Among them, 1 (3.3%) had no 
child, 4 (13.3%) had 1 child, 11 (36.7%) had 2 
children, 4 (13.3%) had 3 children, 6 (20%), had 4 
·children, 1 (3.3%) had 5 children, and 2 (6.7%) had 6 
children. 
The interval between the confirmation of 
diagnosis and the pre-surgery survey ranged from 1 
week ,to 6 weeks: 5 (16.7%) of them were interviewed 1 
week after being diagnosed, 10 (33.3%) were 
interviewed 2 weeks after, 12 (40%) were interviewed 4 
.' 
weeks after, 1 (3.3%) was interviewed 5 weeks after, 
and 2 (6.7%) were interviewed 6 weeks after. Among the 
30 women, 25 (83.3%) of them suffered from cervical 
cancer, 1 (3 ; 3%) suffered from ovarian cancer, 2 
(6.7%) . suffered from utetus cancer, and 2 (6'.7%) 
suffered from endometrium cancer. 
All of these women received radical 
gynaecological s~rgery,a removal of the whole ovary, 
which is a common kind of surgery for all stages of 
gynaecological cancer patients. Patients attended the 
post-surgery interview from 1 to 4 weeks after the 
pre-surgery survey. Among them, 1 (3.3%) was 
int'erviewed 1 week after, 12 (40%) were interviewed 2 
} I· 
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weeks after~ 6 (20%1 were interviewed 3 weeks after, 
and 11 (36.7%) were interviewed 4 weeks after. 
2. Instruments 
Demographic Information (Appendix A) such ,as 
patients and their spouses' age, education level, 
occupation, years of marriage, and number of children 
were gathered. 
The Physical Symptom Checklist (Appendix B) is 
a self-constructed checklist with , physical symptoms 
consisting of 12 items aski~g patients whether they 
had physical discomfort, fatigu~, nausea, vo~iting, 
loss of' appeti te,oral ulceration, alopecia, skin 
pigmentation, IV li-nes,drains, colostomy, and pain. 
The severity and intensity of these items were 
measured by a 4-poini s9al~, i.e . "Non as no such 
symptom, "Mildn as mildly suffered from that symptom, 
"Mode~aten as moderately suffered from ,that symptom, 
and "Severe" ' as severely suffered from that symptom. 
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. ' 
The Cancer Information (Appendix C) was adapted 
from Ngan and Tang's study (Ngan & Tarig, 1984) ,. ' It is : '. 
" a self-constructed checklist which consists of 10 
questions like asking information on the interval 
between diagnosis and pre- or post- survey, the 
p~rception of diagnosis, what ,cancer was, extent of' 
, 0 . " " , , 
surgery, the expect'eq effecti vceness of surgery told by 
doctor and perceived by patient, the prognosis of the 
illness, whether patient wanted to know about their 
illness, and whether patient wanted to continue to 
receive treatment. 
The Eysenck Personality Questionaire 
(Neuroticism Scale) -- Short Revised Version (EPQ-SR) 
It consists of 12 "Yes" or "No" questions to tap 
patients' neuroticism. Neuroticism is in terms of 
whether subjects are prone to be worry, anxious, 
moody, . over-react to stress, di.fficult to calm down, 
and etc. Cronbach's alpha of the Neuroticism Scale of 
th~ EPQ-SR reported from previous study was 
satisfactory. For instance, Cronbach's alpha for 
males and females wer~ ~85 and .82 respectively 
(Eysenck & Chan, 1982). 
perogatisSexual Functioning Inventory (DSFI) 
was developed by Derogatis(D~rogatis, 1979) to 
measure sexual · functioning. It contains 10 domains, 
i.e. informat~on, experience, drive, attitudes, 
"psychological symptoms, affect, gender role, fantasy, 
body image} and sexual satisfaction. Each domain will 
havs ·different format of response. For example, . in 
the .Drive subscale,each class 6f behaviour is 
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measured on a 9-poih~ frequency scale, while in the 
Affect subscale, affects are scored in terms of four 
positive and four negative . affect dimensions. It 
shows satisfactory internal .consistency of the 10 
domains, i.e. information, experience, drive, 
attitude (liberalism), attitude (conservatism), 
symptoms, affect (positive), affect (negative), gender 
role (masculinity), gender role (femininity), fantasy, 
body image, and satisfaction, and that the Cronbach's 
alpha were .56, .97, .60, .81, .93, .94, .84, .76, 
.82, .58, and .71 respectively~nd test-retest 
reliability, r > .90 for subscales of experience, 
attitude, symrtoms, and fantasy; r > .80 for affect 
and gender rble ,subscales; r > .77 for drive subscale 
(Derogatis, 1979). 
The DSFI is validated by various studies i.e. 
studies .conducted by Derogatis himself (Derogatis, 
1975, 1976,1978, 1979), and dthers (Guion, 1974; 
Messick 1975). ' Studies demonstrated that the DSFI was 
able to predict patients' sexual functioning by the 
'Variabl~s it 'contains (Derogatis, 1979). 
Among the 10 sub-scales of the DSFI, the sub-
scal~s on Experience, ' Affect, Attitudes, and Gender 
Role ' (Masculinity) were not included in. this study. ' 
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The Affect sub-scal~ was replaced by the Neuroticism 
Scale of the Eysenck Personality Inventory. The 
- Experienc~ sub-scale was excluded as it was too 
explicit for Chinese subjects. As all the subjects 
were female and thus the Gender Role (Masculinity) 
sub-scale was abandoned. Moreover, since subjects' 
conservative or liberal attitudes h~d little to do 
withtheir ' illness, this sub-scale was also excluded 
as a result. A Chinese version of this Inventory was 
adapted and back translation of the Chinese version 
was -also done. 
The Chinese Beck Depression Inventory (C-BDI) 
consists of 21 items to measure different areas of 
depression symptomatology, including the affective, 
cognitive,motivational, and physiological domains 
(Shek, 1990). The severity and intensity of these 
items w~re measured by a four-point scale, i.e. from 0 
(no depression) to 3 (severe depression). Cronbach's 
alpha showed that the C-BDI was reliable (alpha _= 
.86). - ' Split-half reliability also showed that it was 
-internally consistent (r = .77) (Shek ,1990). Shek 
also examined C-BDI's concurrent with the use of other 
measures of psychological well-being, -i.e. Chinese 
General Health Questionaire, Chinese ,State-Trait 
36 
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Anxiety Inventory, C~inese Purpose in Life 
Questionaire, Chinese Somatic . Scale, Ego Strength 
Scale, and. Leeds Scales for Self-As~essment ~f A~xiety 
and Depression. Results showed that C-BDI scores 
correlated significantly with the above scales with a 
correlation coefficient ranged from .33 to .63 (Shek, · 
1991). Moreover, the correlation between the BDI and 
C-BDI of item level ranged from .48 to .75 (Chan, 
1991) . 
Rosenberg's Self-Esteem Scale consists of 10 4-
point items, with 1 as "strongly agree", .2 as "agree", 
3 as "disagreeH , cind 4 as "strongly disagree". It is 
a widely used and well-validated scale in measuring 
global and personal self-esteem. Its test-retest 
reliabilities was greater than .80. (Luhtanen & 
Crocker, 1992). 
The Chinese version of General Health 
Questionaire (GHQ 30) is used to measure subjects' 
general psychological well-being (Chan & Chan, 1983). 
The Questionaire was originally developed by .Golberg 
·(1972) and cohsists of 60 items which measure ' 
psychological distress symptom and maladaptiye 
behaviour. Later, a 30-item Chinese version was 
developed by Chan and Chan to exclude the: physical 
•.. 
' " '" 
illness items (Chan# & Chan, 1983). The severity and 
intensity of these items were measured by 4-point 
scale, i.e. 0 as "more often than usual", 1 as "as 
much as usual", 2 as "slightly less frequent than 
usual, and 3 as "significant le~s frequent than 
usual". The reliability was satisfactory in the 
Chinese samples (alpha ~oefficient = .88, .78 for both 
split-half and internal reliability, and .88 for 
overall reliability; Shek, 1987). 
3. O'esign 
The present study was a within-subject design 
in which the same subjects were interviewed and 
surveyed before and after surgery. This kind of design 
has an advantage of reducing error variante (Keppel & 
Saufley, , 1980). 
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The interview and survey consisted of paper-
and-pencil questionaires i.e. the Neuroticism Scale of ' 
" the Eysenck Peisonality Questionaire, Derogatis Sexual 
Functioning Inventory, physical symptom checklist, 
items about cancer information, and demographic 
.information. Women were asked about 'their severity 
and intensity of , physical symptoms, i.e. from ~o 
physical discomfort, ,IV ' lines, nausea, drains, 
colostomy, tQ extreme pain before and after their 
surgery. Each interview and survey lasted for about 2 
hours. If these women could not afford to spend so 
much time in a ' day, the process would be com'pleted 
within two sessions. The pre-surgery study was 
usually taken around one week to one day before 
surgery, while the post-surgery study would be 
conducted about one to four weeks after the surgery. A 
consent form was given to each woman to explain the 
purpose of the study. These women could withdraw from 
the study at any time, ' and their personal particulars 
.' 
were kept confidential and restricted for research 
purpose only. 
4. Procedure 
Prior to the research proper, preliminary 
version of the question~ires was administered to two 
gynaecological cancer patients at the Prince of Wales 
H6spita~. They were interviewed after .the completion 
of questionaires to give feedback on the readability 
and comprehensibility of the items. Information 
gathered from the pilot study helped to finalize the 
.' questionaires to be used in the main study. 
As the DSFI had never been employed in Hong 
' Kong and the Chinese ' version w~s a newly adapted one, 





# 305 college students were recruited to fill in the 
Chinese version of the DSFI. Moreover, a subsample of 
193 students also complete~ 3 validation scales, i.e. 
General He~lth Questionaire, Beck Depression 
Inventory, and Rosenberg's Self Esteem Scale, to check 
the concurrent validity of the sub-scales of the DSFI, 
i.e. 8sychological Symptoms, Affect (Negative),and 
Body Image. 
The final version of thequestiona~res were 
thenaciministered to the 30 _gynaecological cancer 
patients who had not involved in the pilot study. 
Their medical record was reviewed before the 
administration of the q~estionaires. The main study 
lasted from "June, 1994 to March, 1995. 
" 
Results 
I. Chinese Translation of DSFI 
The Derogatis Sexual Functioning Inventory 
(DSFI) was being used for the first time in Hong KQng. 
In order to ensure that the Chinese version of the 
Inventory is a reliable and valid protocol, 305 
college students were asked to fill in the DSFI for 
reliability check. In addition, a sub-sample (N = 
193) also completed the General Health Questionaire 
(GHQ), Beck Depression Inventory (BDI), and ." 
Rosenberg's Self Esteem Scale (SES)to check for the 
concurrent validity of the sub-scales of the DSFI. 
Table 2 ~!esents the mean and standard 
deviation of the variables in the reliability and 
concurrent validity check. There were 160 males and 
145 females. The mean age of male students was 21 
years old (S.D.= 1.6) while the female students had a 
mean age of 20 years(S.D.= 1.3). 
Table 3 reports the Cronbach's alpha of the 
sub~scales of DSFI. Cronbach's alpha of most sub-
scales were in the range of .60 to .96, which were in 
an acceptable range, except for two sub-scales, i.e. 
Information and Satisfaction, which have a Cronbach's 
alpha of .27 and . 36 respectively. The Cronbach's 
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Table 2. Mean and Standard Deviation of the Variables 
Employed in this Study 
Variable Male Female 
Mean Standard Deviation Mean Standard Deviation 
Age 20.68 1.61 20.46 1.26 
Infonnation 8.15 1.52 7.26 1.78 
Experience 4.59 6.60 4.13 6.29 
Drive 9.58 5.16 7.50 4.84 
Attitudes(Liberal) 1.73 6.80 -1.59 5.65 
Attitudes (Conservative) 2.86 6.28 .78 6.08 
Psychological Symptoms 37.03 26.23 37.51 25.94 
Affect (positive) 41.93 11.39 41.47 10.91 
Affect (Negative) 26.91 12.18 26.78 11.93 
Gender Role (Masculinity) 27.24 7.93 23.89 7.10 
Gender Role (Femininity) 26.95 5.85 26.71 5.71 
Fantasy 3.41 2.79 2.14 2.60 
BodylmBge 26.68 7.19 32.17 7.98 
Satisfaction 2.60 2.05 6.18 2.85 
Psychological Distress 59.46 10.63 61.05 9.06 
Beck Depression Inventory 9.57 7.15 10.47 6.69 
Self-Esteem 28.20 4.39 27.72 3.71 
43 
Table 3. Cronbach's Alpha of the Sub-scales ofDSFI 
Sub-scales Number of Items Alpha 
Male Female Total 
Infonnation 26 .13 .31 .27 
Experience 24 .82 .88 .85 
Drive 5 .57 .67 .61 
Attitudes 
Liberal 15 .73 .68 .74 
Conservative 15 .78 .70 .77 
Psychological 53 .96 .96 .96 
Symptoms 
Affect 
Positive 20 .87 .94 .90 
Negative 20 .95 .95 .95 
Gender Role 
M~culinity 15 .69 .68 .68 
Femininity 15 .84 .83 .84 
Fantasy 20 .77 .80 .78 
Body Image 15 .71 .60 .67 
Satisfaction 10 .34 .39 .36 
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alpha of the Information sub-scale in the original 
scale was also relatively low, i.e .. 56. The internal 
consistency of two sub-scales, namely, Gender Role 
(Femininity) and Body Image, were even higher than the 
Cronbach's alpha of the original sub-scales, i.e .. 84 
and .67 for the Chinese version and .76 and .58 for 
the original scale. The Cronbach's alpha between male 
and female was slightly different. For male, 
Cronbach's alpha of the sub-scales of DSFI was within 
the range of .57 to .95. For female, Cronbach's alpha 
of the sub-scales of DSFI was within the range of .67 
to .96. The Information and Satisfaction were also 
low, i.e .. 13 and .34 for male and .31 and .39 for 
female respectively. 
Table 4 reports the Cronbach's alpha of the 
validated scales used in this study. Cronbach's alpha of 
.. 
the General Health Questionaire (GHQ), Beck Depression 
Inventory (BDI), and Self Esteem Scale (SES) were .89, 
.83, and .81 respectively. For male, Cronbach's alpha of 
the 3 scales were .90, .84 and .83 respectively. For 
female, Cronbach's alpha of the 3 scales were .87, .82 
and .77 respectively. Overall speaking, the reliability 





Table 4. Cronbach's Alpha of GHQ, BDI, and SES 

















Note. 9HQ=Gcneral Health Questionaire; BDI=Beck Depression Inventory, and SES=Rosenberg's Self Esteem Scale. 
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Three sub-scales of the DSFI, namely, 
Psychological Symptoms (PSY), Negative Affect (Aff-
Neg), and Body Image (BOD), were chosen to validate 
with the three scales, i.e. General Health 
Questionaire(GHQ), Beck Depression Inventory (BDI), 
and Self Esteem Scale (SES) respectively. Table 5 
presents the correlation coefficients of these scales. 
The correlation coefficients between the GHQ and PSY, 
BDI and Aff-Neg, and SES and BOD were .62, .62, and 
.47 (p<.OOl) respectively. For male, the correlation 
coefficients of these scales were .64, .59, and .47 
(p<.OOl) respectively. For female, the correlation 
coefficients of these scales were .67, .67, and .51 
(p<.OOl) respectively. 
Overall speaking, though the Chinese version of 
the DSFI was being employed for the first time in Hong 
.. 
Kong, its reliability and concurrent validity were 
within an acceptable range. 
11. Gynaecological Cancer Study 
Cancer Information ----
Table 6 presents the frequency and percentage 
of the findings on Cancer Information. Cancer 
Information consists of patients' perception of 
diagnosis and cancer, their information about surgery 
46 
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Table 5. Correlation Coemcients between GHQ and PSYCHOLOGICAL 
SYMPTOMS, BDI and AFFECT (NEGATIVE), 
SES and BODY IMAGE 
Scales Correlation Coefficients 
Male Female Total 
GHQ&PSY .64"''''''' .67"''''''' .62"''''''' 
SES&BOD .47"''''''' .51"''''''' .46"''''''' 
BD! & AFF-NEG .59"''''''' .67"''''''' .62~"'''' 
Note. GHQ=General Health Questionaire; PSY=Psycbological Symptoms sub-scale of the DSFl; SES=Rosenbcrg's Self 
Esteem Scale; BOD=Body Image sub-scale of the DSFl; BDI=Bcck Depression Inventory; and AFF-NEG=Affect 
(Negative) sub-scale of the DSR 
••• P<.OOl two-tailed 
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Table 6. Frequency of Survey on Cancer Information 
Variables Frequency Percentage (0/0) 
Pre- Post- Pre- Post-
Perception of Diagnosis 
Full knowledge 2 2 6.70 6.70 
A Tumor 8 8 26.70 26.70 
Cancer 20 20 66.70 66.70 
What is Cancer 
Never heard of it 4 0 13.30 .00 
Suffering 12 19 40.00 63.30 
Death 10 8 33.00 26.70 
Full knowledge 2 2 6.70 6.70 
Missing 2 1 6.70 3.30 
Infonnation of Surgery 
No idea 1 0 3.30 ' .00 
Removal of an organ 18 20 60.00 66.70 
Removal of the turnor 7 5 23.30 16.70 
Radical surgery 4 5 13.30 16.70 
Reason of Surgery 
Yes 26 26 86.70 86.70 
No 4 4 13.30 13.30 
Explanation of Surgery 
Yes 11 13 36.70 43.30 
No 19 17 63.30 56.70 
Effectiveness of Surgery 
Doctor's perception 500/0 1 3.30 3.30 
70% 1 0 3.30 .00 
800/0 5 6 16.70 20.00 
900/0 4 4 13.30 13.30 
980/0 0 1 .00 3.30 
Unknown 19 18 63.30 60.00 
Patients' perception 500/0 3 2 10.00 6.70 
600/0 4 3 13.30 10.00 
65% 0 1 .00 3.30 
70010 2 5 6.70 16.70 
80% 6 7 20.00 23.30 
900/0 6 8 20.00 26.70 
1000/0 3 2 10.00 6.70 
Unknown 6 2 20.00 6.70 
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Table 6. Frequency of Survey on Cancer Infonnation (Cont'd) 
Variables Frequency Percentage (0/0) 
Pre- Post- Pre- Post-
Piognosis 
No idea 13 14 43.30 46.70 
Cured 5 4 16.70 13.30 
Poor 1 1 3.30 3.30 
Does not want to know 5 5 16.70 16.70 
Wishes to be told 6 6 20.00 20.00 
Want to know about illness 
Does not want the infonnation 3 3 10.00 10.00 
Does not ask because 
Doctors too busy to answer questions 3 2 10.00 6.70 
Doctors will not tell the truth anyway 0 0 .00 .00 
Unnecessary to know because doctors 2 2 6.70" 6.70 
will look after me 
Does want the infonnation and asks 22 23 73.30 76.70 
Want to continue treatment 
Yes 27 27 90.00 90.00 
No 3 3 10.00 10.00 
and prognosis, reason for surgery, the explanation and 
effectiveness of surgery, whether they want to know 
about their illness and to continue to receive 
treatment. Except for the effectiveness of surgery 
and whether patients want to continue to receive 
treatment, the total scores of the above items form 
the composite score of Cancer Information. 
Nevertheless, the items are transformed into a "Yes" 
or "No" questions for easy scoring. For instance, for 
the perception of diagnosis, response such as "Full 
Knowledge" is classified as "Yes", while "A Tumor" and 
"Cancer" are grouped as "No". For the perception of 
cancer, responses such as "Suffering", "Death" and 
"Full Knowledge" are grouped as "Yes", while "Never 
Heard of It" is classified as "No". For the 
information of surgery, responses such as "Removal of 
an Organ" "Removal of the Tumor" and "Radical Surgery" 
are grouped as "Yes", while "No Idea" is classified as 
"No". For the prognosis, responses like "Cured" and 
"Poor" are grouped as "Yes", while "No Idea", "Does 
Not Want to Know", and "Wishes to be Told" as "No". 
As for whether patients want to know about their 
illness, response like "Does Want the Information and 
Asks" is classified as "Yes", while "Does Not Want the 
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Information" and "Does Not Ask" are grouped as "No". 
The scores in the pre- and post- surgery survey are 
similar. For the perception of diagnosis, 10 (33.3%) 
patients have full knowledge of their diagnosis in 
both surveys. Among 30 patients, only 4 (13.3%) to 0 
(0%) of them have never heard of cancer, while 24 
(80%) to 29 (96.7%) had some knowledge of cancer as 
shown in the pre- and post- surgery survey 
respectively. Moreover, most of the patients, i.e. 29 
(96.7%) and 30 (100%) in pre- and post- surgery survey 
respectively, have some information about the surgery 
they received. 26 (86.7%) also expressed that they 
knew the reason for surgery in both surveys. Among 30 
patients, 11 (36.7%) and 13 (43.3%) of them reported 
that iheir doctors had told them the effectiveness of 
,the surgery they received, in the pre- and post-
surgery survey respectively. Furthermore, 24 (80%) 
and 25 (83.3%) patients do not know about their 
prognosis in the pre- and post- surgery survey 
res~ectively. In addition, 22 (73.3%) and 23 (76.7%) 
out of 30 patients expressed that they wanted to know 
about their illness and would ask their doctors, in 
the pre- and post- surgery survey respectively. 
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Internal Reliability of the Variables Employed in the 
Pre- and Post- surgery Survey 
Table 7 presents the internal reliability, 
mean, and standard deviation of the variables employed 
in the pre- and post- surgery surveys. Cronbach's 
alpha of Eysenck Personality Questionaire (Neuroticism 
Scale) and Physical Symptom Checklist for the pre-
surgery were .80 and .86 respectively; whi~e for the 
post-surgery, the Cronbach's alpha were .86 and .88 
respectively. As for the sUb-scales of DSFI, the 
Cronbach's alpha were in the range of .53 to .96 for 
the pre-surgery survey, and .56 to .96 for the post-
surgery survey. 
Intercorrelation of Variables 
Table 8 presents the intercorrelation matrix 
among the variables at pre-surgery. Age was negatively 
correlated with Femininity, sexual Drive, and sexual 
Fantasy (I' = -.47 and -.68 respectively, p<.Ol). The 
older the women, the less were their sexual drive and 
fantasy, and they tended to perceive themselves as 
less .feminine. Neuroticism and Psychological Symptoms 
were highly correlated with each other (I' =.80, 
p<.OOl). Sexual Satisfaction was negatively 
correlated with Age and Psychological Symptoms (I' = 
52 
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Table 7. The Internal ReHability, Mean and Standard Deviation of the 
Variables at Pre- and Post-Surgery Survey 
Variable. Mm Max Mean S.D. Alpha 
Pre- Post- Pre- Post- Pre- Post- Pre- Post- Pre- Post-
Physical .00 .00 16.00 24.00 2.55 4.93 3.53 4.95 .86 .88 
Symptoms 
EPQ .00 .00 10.00 10.00 4.66 3.83 3.1S 3.38 .80 .86 
DSFI Variables 
Gender Role 11.00 1100 31.00 30.00 19.34 18.55 6.13 5.53 .75 .64 
(Femininity) 
Information 8.00 8.00 20.00 19.00 12.90 13.23 2.73 3.00 .S3 .56 
Psychological 1.00 .00 84.00 55.00 32.10 14.04 24.48 15.04 .96 .96 
Symptoms 
Body Image 22.00 20.00 41.00 41.00 31.07 32.45 4.23 4.84 .65 .75 
Drive 1.00 .00 15.00 14.00 7.67 6.7.7 3.69 3.87 .81 .77. 
Satisfaction 5.00 3.00 1500 15.00 11.83 9.90 3.55 3.72 :n .68 
Fantasy .00 .00 7.00 6.00 1.87 2.47 1.61 1.68 .72 .65 
Note: F.PQ = Eysencl:: Personality Questionaire t::N euroticism Scale) 
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Table 8. Correlation Matrix Among Variables at Pre-Surgery 




SYM -.11 -.12 
EPQ -.02 -.08 .45** 
OEN- -.47** .28 .28 .os 
FEM 
INF -.42* .23 .00 -.41* -.30 
OR! -.68** .00 .19 -.06 .31 .19 
SAT --.08 -.18 .os -.42* .09 :1.7 .27 
FAN -.33 .09 -.7.7 -.18 -.11 -.11 .57** .20 
BOO -.08 .16 .17 .48** .11 -.41 .12 -.28 -.13 
PSY -.13 .14 .25 .80*** .31 -.48** -.04 -.38* -.04 .59*** 
Note. Can inf = C ancet Infonnation; Sym = Physical Symptoms~ EPQ = Eysenck Personality Questionaire <:N euroticism Sca1~ ; Gen_F em = Gender Role (Femininity). Inf = inf'onnation. on = DriTe. SI1 = Smisfaction. Fan = F mtuy. Bod = 
Body Image. Psy = Psychological Symptoms = sub-scales ofDSFI. 
* p<.O~ two-tai1ed 
** p<.Ol two.tailed 
*** p<.OOltwo-tailed 
-.38, p<.05). As for Body Image, it was negatively 
correlated with Psychological Symptoms (r = -.59, 
p<.Ol). For sex Information, results showed that the 
younger the women, the more sex information were 
known(r = -.42, p<.05). 
Intercorrelation among Variables Employed at Post-
Surgery 
Table 9 presents the intercorrelation matrix 
among variables employed at Post-Surgery. The 
variables employed in the post-surgery study were the 
same as in the pre-surgery one. In this case, Age was 
highly but negatively correlated with Physical 
Symptoms and sexual Drive (r = -.61 and -.72 
respectively, p<.Ol and p<.OOl). Neuroticism and 
Psychological Symptoms were highly correlated with 
each other (r = .64, p<.OOl). Sexual Fantasy was 
negatively correlated with Neuroticism (r = -.52, P 
<.001 ) . 
Intercorrelation between Variables in the Pre-Surgery 
and Post-surgery 
Table 10 presents the intercorrelation matrix 
between variables employed in the Pre- and Post-




Table 9. COlTelatlon Matrix Among Variables at Post-Surgery 




PSYM -.61*** -.02 
PEPQ -.OS .OS .16 
POEN- -.34 .29 .:zs .01 
FEM 
PINF -.47** .12 .25 -.14 .2S 
PDRI -.72*** .18 .32 .19 .17 .'J.7 
PSAT -.08 -.31 -.04 -.21 -.00 .17 .04 
PFAN -.18 -.03 -.16 -.S2** -.18 -.IS .14 .00 
PBOD .04 -.12 .08 .00 .16 -.47** -.11 -.22 -.OS 
PPSY -.OS .20 .07 .64*** -.04 .27 .30 .09 -.31 -.03 
Note: Pean-inf= C meet Infomution; Psym = Physical Symptoms; PF.PQ = Eysencl: PersotWity Qucstionai:re (Neuroticism 
Scalt}; Psen_Fe:m= Gendef Role (Femininity). Pinf=Infonnation,. Pdri = DriTe, PSlt=Satisfaction, Pfm=Fantasy. 
Pbod = Body Image. Ppsy = Psychological Symptoms = sub-scales ofDSFI. 
* p<.05 two-tailed 
** p<.Ol two-tailed 
*** p<.OOl two-tailcd 
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Table 10. COlTelation Matrix Between Variables 
at Pr~Surgery and Post-Surgery 
AOE CAN- SYM EPQ OEN- INF ORI SAT FAN BOO 
INF FEM 
PCAN -.00 .S3*** -.OS -.04 .20 .22 -.IS -.26 -.01 -.03 
INF 
PSYM -.61*** .20 .43** .IS .36* .27 .30 -.03 .0s .14 
PEPQ -.OS .09 .34 .81 *** -.03 -.20 -.07 0-. 39* -.10 .46** 
POEN -.34 .27 .32 .19 .94*** .IS .2S -.06 -.19 .20 
-FEM 
PINF • .47** .04 .00 .34 .04 .95*** .23 .19 .16 .40* 
PORI -.72*** -.2S .21 .02 .21 .30 .84*** .01 .54** -.IS 
PSAT .09 -.17 -.04 .34 .IS .22 .32 .86*** .2S -.25 
PFAN -.18 -.05 -.38* -. 3S* -.19 -.13 .24 .14 .67*** -.30 
PBOD -.04 .. OS -.08 -.20 . -.08 -.40* .06 -.04 -.19 .74*** 
PPSY -.OS .33 .01 .44* -.07 .30 .03 -.09 .18 .44* 
Note. C mjnf= C mcer Infonnation; Sym = Physical Symptoms; EPQ = N euroticism Scale of the Eysenck Personality 
Qucstionaire; Gen_F em = Gender Role ~ emininity}. Inf = Inform.Dion, on = Drive, Sat = Satisfaction, Fan = F mWy. 
. Bod = Body Image. Psy = Psychological Symptoms = sub-scales ofDSFI; Pcan-inf= C me er Infonnation; Psym = 
Physical Symptoms; PEPQ = Eyscnck Personality Qucstion.aire Ci euroticisui Scale); Pscn_F em = Gender Role 
~emininity}. Pinf= Infonnation, Pdri = Drive. Psat=Satisfaction, Pfm=Fmtuy. Pbod=Bodylmage. Ppsy= 
Psychological Symptoms= sub- scales ofDSFI. 
* p<.OS two-tailed . 
** p<.OI two-tailed 












correlated with Physical symptoms and sexual Drive in 
Po'st-surgery (r = -.61 and -.72 respectively, p<. 001) · 
Secondly, the Physical symptoms was related to a lower 
level of the sexual Fantasy in the Post-surgery at (r 
= -.38, p<.05), experienced. Thirdly, when women 
experienced higher level of Psychological symptoms at 
Pre-Surgery, they also reported a higher level of 
Neuroticism, but lower levels of sexual Satisfaction 
(r = .61 and -.34. respectively, p<.05 to p<.OOl). 
Fourthly, Pre-Surgery Femininity was also correlated 
with Physical symptoms after surgery (r = .36, p<.05). 
Finally, higher level of Body Image at pre-surgery 
measures was related to higher level of Neuroticism at 
post-surgery measures (r = .46, p<.Ol). 
summary of·' Intercorrelation among Sexuality, Self-
concept and Physical and Psychological well-being 
In sum, sexuality measures such as sexual 
fantasy, sexual satisfaction, sexual drive were 
negatively correlated with psychological symptoms, and 
neuroticism. Self-concept measures included body 
image and femininity. Body image was negatively 
correlated with the neuroticism while femininity was 
positively correlated with physical well-being. 
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Feminine subjects who reported more physical symptoms 
also had a lower body image. 
Results of the Paired T-Test between Pre- and Post-
Surgery Measures 
Table 11 presented the results of the Paired T-
Test between Pre- and Post- Surgery measures. Among 
the 10 variables, 6 scales showed significant 
differences. First, Physical Symptoms incr,eased after 
surgery (t-value = -2.84, ·p<.Ol). Secondly, as shown 
in the EPQ scores, subjects were more anxious and 
neurotic before surgery (t-value = 2.39, P<.OS). 
Thirdly, subjects perceived themselves having less 
sexual satisfac~ion after surgery (t-value = 4.88, 
P<.OOl). Fourthly, . subjects had increase sexual 
fantasy after surgery (t-value = -2.47, P<.OS). 
Lastly, subjects had less psychological symptoms after 
surgery (t-value = 4.36, P<.OOl) . . 
Results of the Paired T-Test between Pre- and Post-
Surgery Measures by Career and by Age 
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Table 12 and 13 presented the results of the 
paired T-Test between Pre- and Post- Surgery measu~esby 
age and py career respectively. In order to have a 
clear picture of the age effect and to evaluate the 
difference between working and non-working women 
Table 11. Results of Paired T-Test from Pre- to Post- Surgery 
Variables Pre-Surgery 
Mean S.D. 
1. Cancer Infonnation 12.50 1.32 
2. Physical Symptoms 2.55 3.53 
3. EPQ 4.66 3.15 
4. Gender Role (Femininity) 19.25 6.22 
5. Infornistion ' 12.90 2.73 
6. Drive 7.60 3.78 
7. Satisfaction 11.83 3.54 
8. Fantasy 1.87 1.61 
9. Body Image 31.07 4.30 
























Note. EPQ = Eysenck Personality Questionaire (Neuroticism Scale); Gender Role (Femininity). Jnf~ation. Drive. 
Satisfuction. Fantasy, Body Image, Psychological Symptoms = sub-scales ofDSF1. 
... p < .O.5two-tailed 
"'. p < .Oltwo-tailed 
... ~. p < .DOltwo-tailed 
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Table 12. Results of Paired T-Test from Pre- to Post- Surgery by Career 
Variables Pre-Surgery Post-Surgery t-values 
Mean S.D. Mean S.D. 
FuB-Time Worldn& Women (0=14) 
1. Cancer Infonnation 12.66 1.44 13.00 1.12 -1.77 
2. Physical Symptoms 2.29 2.61 3.86 2.96 -1.99 
3. EPQ 4.57 2.74 3.78 3.26 1.44 
4. Gender Role(F ernininity) 20.00 6.49 19.08 6.21 1.90 
5. Infonnation 12.76 3.09 12.84 3.23 -.27 
6. Drive 5.44 3.05 6.33 3.60 -1.65 
7. Satisfaction 11.23 3.78 9.69 3.68 2.99""" 
8. Fantasy 1.64 1.22 2.43 1.65 -2.62'" 
9. Bodybnage 30.29 4.65 32.07 5.35 -1.51 
10. Psychological Symptoms29.38 25.44 15.41 19.77 2.14 
FuD-Time Housewife (n=1~ 
1. Cancer Infonnation 12.38 1.26 12.38 1.09 .00 
2. Physical Symptoms 2.80 4.30 6.13 6.28 -2.19'" 
3. EPQ 4.73 3.60 3.73 3.67 1.87 
4. Gender Role(Fernininity) 18.60 6.13 17.93 5.19 1.10 
5. Infonnation 13.00 2.50 13.19 2.59 -1.38 
6; Drive 9.36 3.47 7.90 3.81 2.45'" 
7. Satisfaction 12.31 3.38 10.38 3.74 3.78 ...... 
8. Fantasy 2.06 1.91 2.50 1.75 -1.16 
9. Bodybnage 31.80 3.97 32.80 4.46 -1.97 
10. Psychological Symptoms 35.71 " 25.03 11.93 9.02 4.13 ......... 
Note. EPQ = Eysenck Personality Questionaire (Neuroticism Scale); Gender Role (Femininity). Information, Drive, 
Satisfiu:tion, Fantasy. Body Image, Psychological Symptoms = sub-scales ofDSFL 
• p < .05two-tailed 
•• p < .Oltwo-tailed 
••• p < .OOltwo-tailed 
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Table 13. Results of Paired T-Test from Pre- to Post- Surgery by Age 
Variables Pre-Surgery Post-Surgery t-values 
Mean S.D. Mean S.D. 
Me 20 -40 (n=l1) 
1. Cancer Infonnation 12.60 1.08 12.60 1.40 .00 
2. Physical Symptoms . 3.27 5.00 8.27 6.47 -2.60'" 
3. EPQ 5.36 3.26 4.55 3.50 1.19 
4. Gender Role(Femininity) 21.00 5.69 19.81 5.47 1.46 
5. Infonnation 14.36 2.58 14.91 2.26 -1.75 
6. Drive 10.57 3.10 10.43 2.64 .14 
7. Satisfaction 12.27 3.77 10.45 3.50 3.50 ...... 
8. Fantasy 2.45 2.07 2.91 2.07 -.96 
9. Body Image 31.40 5.85 31.80 7.16 -.43 
10. Psychological Symptoms 37.40 28.70 17.00 12.20 2.84'" 
~e 41-60 (n=19) 
1. Cancer Infonnation 12.44 1.46 12.67 1.19 -1.72 
2. Physical Symptoms 2.11 2.30 3.06 2.41 -1.64, 
3. EPQ 4.22 3.10 3.27 3.37 2.08 
4. Gender Role(Femininity) 18.18 6.45 17.58 5.68 1.38 
5. Infonnation 12.00 2.47 '11.89 2.59 1.00 
6. Drive 6.00 3.14 5.46 2.99 1.00 
7. Satisfaction 11.56 3.49 9.83 3.84 3.46 ...... 
8. Fantasy 1.53 1.22 2.21 1.40 -2.48'" 
9. BodyIrnage 30.89 3.40 32.78 3.22 -2.35'" 
10. Psychological Symptoms 29.88 ,, 22.93 11.29 16.32 3.22 ...... 
Note. EPQ = Eysenck Personality Questionairc (Neuroticism Scale); Gender Role (Femininity), InfoniWtion, Drive, 
Satisf3.ction, Fantasy, Body Image, Psychological Symptoms = sub-scales ofDSFl. 
• , p < .OStwo-tailed 
•• p < .Oltwo-tailed 
••• p < .OOltwo-tailed 
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patients, 4 Paired T-Tests were run. As compared to 
the working women group, the housewives group 
relatively has more significant decrease of 
psychological symptoms but increase of physical 
symptoms patients, 4 Paired T-Tests were run. As 
compared, to the working women group, the housewives 
group relatively has more significant decrease of 
physical and psychological symptoms after surgery. 
Furthermore, the younger age group (age 20-40) has a 
more significant increase of physical symptoms but a 
less significant decrease of psychological symptoms, 
and they also have a less significant increase of 
sexual fantasy c:nd body image than the older age group 
(age 41-60) after surgery (t-value = -2.19 and 4.13 
respectively, p <.05 to p<.Ol). Besides, both groups 
showed a significant decrease of sexual Satisfaction 
after surgery (t-value = 3.78, p<.Ol). Furthermore, 
the younger age group (age 20-40) has a more 
significant increase of physical symptoms but a less 
si9I1ificant decrease of psychological symptoms, and 
they also have a less significant increase of sexual 
fantasy ~nd body image than the older age group (age 
41-60) after surgery. 
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Discussion 
I. Psychosexual Functioning of Chinese Women with 
Gynaeco1oqical Cancer in this study 
1. Neuroticism and Sexuality 
The present study revealed a negative 
correlation between neuroticism and sexuality and this 
was consistent to the results of Corney, et al.'s 
study in 1992. The results of Corney's study 
indicated that the presence of sexual probl~ms at 
.' 
post-surgery was significantly associated with the 
level of anxiety in gynaecological cancer patients. 
However, Corney failed to ascertain whether the sexual 
problems made the women more anxious or whether their 
anxiety affected their sexual behaviour, cognition, 
and emotions (Corney et al., 1992). Holmes (1994) 
explains th~t anxiety can lead to physiological 
change s that can reduce sexual arousal. As Hol mes 
illustrates, the physiological components of anxiety 
can influence arousal as it is associated with 
increased activity of the sympathetic branch of the 
autonomic nervous system. Sexual arousal is 
associat ed with parasympathetic act ivity, and 
sympat~etic and parasympathetic are two competing 
reactions which lead to different types of activity. 
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Moreover, the parasympathetic activity leads to the 
dilation and filling of the peripheral and erectile 
tissues which is important "for sexual arousal, but the 
sympathetic activity leads to contraction of these 
tissues and a drop in sexual arousal is resulted. As 
parasympathetic activity is dominated by sympathetic 
activity, and the latter associated with anxiety can 
overwhelm the parasympathetic activity and reduce 
sexual arousal. Thus, anxiety causes reduced 
parasympathetic activity which lead to a reduction in 
sexual arousal (Holmes, 1994). 
2. Neuroticism, Physical Symptoms, and Psychological 
Symptoms 
Results indicated that there was a positive 
relationship among Neuroticism, Physical Symptoms, and 
Psychological Symptoms. Bandyopadhyay, et al. (1988) 
assessed the nature of arousal and neuroticism and 
examined their relations to cervical cancer patients. 
The anxiety level of neurotic patients and cervical 
patients' was similar. Moreover, high arousal was 
also noted in those cervical cancer patients on 
physiological and endocrine measures (Bandyopadhyay, 
et al., 1988). Cleora, et al. "(1992) measured 
psychological symptoms of gynaecological cancer 
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patient with the SCL-90 (Revised), and the results 
indicated that patients have moderately elevated 
levels of psychological distress. Different studies 
suggested similar findings that gynaecological cancer 
patients sustained higher levels of neuroticism and 
psychological symptoms. As patients with higher 
neuroticism and anxiety level usually perceived their 
conditions as dangerous and risky, their perceived 
physical and psychological symptoms might increase as 
a result. 
3. Age and Sexuality 
The present study found that there was a 
negative correl~tion between age and sexuality. 
Sexuality in this context refers to sexual drive, 
sexual fantasy, and sexual satisfaction. Results 
indicated that the older the patients, the less sexual 
drive, sexual fantasy, and sexual satisfaction they 
had. It is understandable that as women become older, 
their sexual drive and fantasy would be less strong 
whe~ compared to their younger age. When their 
decreasing frequency 'of sexual activity decreased, 
they tended to rate a lower level of sexual 
satisfaction. 
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II. Comparison with Previous Studies on Wamen with 
Gynaecologica1 Cancer ' 
1. Decrease of Psychological Symptoms after Surgery 
As shown by the t-test, patients' psychological 
symptoms ( t-value = 4.36, p<.OOl) decreased 
significantly after surgery. Roeske (1979) obtained 
similar results in his study of 21 gynaecological 
cancer patients that measured their depressive 
symptoms before and after the commencement of 
hysterectomy. The findings suggested that among the 
21 subjects in the study, 19 of them felt better after 
the hysterectomy than before it (Notman & Nadelson, 
1979). The dec~ease of psychological symptoms may be 
attributed to the relief of anxiety after surgery. 
Since surgery is an anxiety-provoking and stressful 
life experience, common emotional reactions like 
worries, fears, uncertainties etc. were mostly 
reported during the interview a day before the 
surgery. Furthermore, the post-surgery interview was 
con9ucted 3 to 4 weeks after the surgery when patients 
were recovering and waiting to be discharged. As 'they 
had already passed through the surgery and no physical 
danger was encountered, their worries were thus 
lessened. As shown in the results of the neuroticism, 
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level of anxiety significantly decreased after surgery 
(t-value = 2.39, p<.05). Neuroticism and 
psychological symptoms are positively and closely 
correlated variables (r = .64, p<.OOl). The decrease 
of neuroticism would probably lead to a decrease of 
psychological symptoms. 
2. Femininity and Physical and Psychological Symptoms 
The results of the present study revealed that 
patients' femininity score at pre-surgery measures was 
positively correlated with psychological symptoms (r 
= .31, p<.05). However, at the post-surgery measures, 
femininity was negatively correlated with 
psychological symptoms though insignificant (r = -
.04). As for physical symptoms, patients' femininity 
score was positively correlated with physical symptoms 
at bothpre- and post- surgery measures, though 
insignificant (r = .28 and .25 respectively). Roseke 
(1979) opined that operative experiences of physical 
weakness, such as increased fatigue, lack of appetite, 
and need for sleep were psychosomatic in nature and it 
was a normal physiological reaction to surgery and 
recovery (Notman & Nadelson, 1979). Schain and Rosser 
(1986) found that the more the patients become 
feminine, the more adjustment difficulties they would 
68 
have. They found that women who were feminine 
depended heavily on physical appearance so as to 
define their feminine role. As they were more body-
focused, they were sensitive to their physical 
changes such as illnesses (Sewell & Edwards, 1986). 
When Schain and Rosser's explanation is applied to the 
present study, women with high scores on femininity 
were more body-focused and so they perceived that they 
sustained more physical symptoms. However, it failed 
to provide an explanation to the change of direction 
of the corre~ation between femininity and 
psychological symptoms. Perhaps feminine women are 
more body-focused and worried about the alteration to 
their body and so they have more psychological 
symptoms. However, their psychological symptoms 
dropped drastically at the post-surgery measures as 
most of their worries have ceased. Results in the t-
test obviously revealed a significant decrease of 
psychological symptoms at the post-surgery measures 
(t-yalue = 4.36, p<.OOl). If the assumption that 
those feminine patients have more worries before 
surgery is right, we, as health professionals, should 
explore and find possible ways to help lessen or 
release their worries. It is thus worthwhile to look 
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more deeply into the change of relationship between 
femininity and psychological symptoms at the pre- and 
post- surgery measures in later studies. 
3. Negative Correlation Between Age and Psychological 
Symptoms 
Though not significant, the present study 
reveals a negative correlation between age and 
psychological symptoms (r = -.13). These findings 
agree with Roberts (1992) findings that younger 
patients appeared to be more at risk for psychological 
problems after gynaecological surgery than older 
patients. In a recent study of Ngan, Tang, and Lau, 
they also found that older patients tended to have 
fewer neurotic symptoms (Ngan, Tang & Lau, 1994). One 
reason for the insignificant findings is the age 
distribution. If subjects are divided into different 
age groups, there are 6.7% of subjects in the 20 - 30 
age group; 30% of subjects in the 31-40 age group; 40% 
of subjects in the 41 - 50 age group; and 23.3% of 
subjects in the 51 - 60 age group. If age 40 is set 
to be the dividing line for young and old, the above 
figures indicated that among the 30 patients, 36.7% of 
them are young patients while the others are old. As 
the sample size of young patients is small, the 
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correlation between age and psychological symptoms 
becomes insignificant though the direction agrees with 
the previous study. 
Ill. Comparison with Studies on Chinese 
1. Patients' Willingness to Know About their Illness 
In Ngan and Tang's study in 1984, they found 
that patients were not keen to know more about their 
illness and its treatment. They depended much on 
doctors and left all decisions to them. However, 
different findings were found in this study.· Among 30 
patients, 22 of them (73.3%) expressed that they 
wanted to know more about their illness and treatment 
and they would approach doctors to find more about it. 
Three hypothesis can be drawn from the difference of 
findings. First, patients perceived doctors as 
helpful and they would understand their concern and 
worries and so they were eager to enquire more about 
their illness. Secondly, this group of patients were 
more assertive. They perceived that they had a right 
to ~nquire about their illness and to know what would 
be done and happen to them. Assertiveness is related 
to personality but since no measures are obtained in 
this area, this hypothesis can not be proved. Thirdly, 
the two studies were conducted in different years and 
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there was a discrepancy of 11 years. In the past, the 
rights of patients had not been publicly discussed and 
talked about. Feeling inferior and scared by the 
. professional status of doctors, they would not dare to 
put up questions. Besides, doctors were supposed to 
know what was good or bad to patients and they would 
do the best they could (Cockerham, 1986). Moreover, 
patients were supposed to play the sick role properly 
which included being cooperative and had trust, and 
confidence in doctors. However, conformi ty ··to the 
patient role led to betrayal of one's feelings and 
being a "good patient" created hidden anxieties and 
frustrations that could not come to the attention of 
their doctors (Jaco, 1979). As both patients and 
doct6rs might have this kind of cognition, patients 
often depended on their doctors and left all decisions 
to them. However, in an age of "consumerism" 
nowadays, the doctor-patient relationship is turning 
to a more provider-consumer relationship. Patients' 
rig~ts are concerned and respected instead of being 
ignored and neglected (Cockerham, 1986). 
2. Willingness to Resume Intercourse After Surgery 
Hoy and Tang, in their study in 1985, found 
that patients who received surgery were reluctant to 
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resume sexual intercourse (Hoy & Tang, 1985). 
However, findings in the present study are different. 
Only 2 subjects (7%) reported that they preferred to 
have lower frequency of sexual intercourse after they 
received .gynaecological surgery. Moreover, 11 
subjects (39%) wanted to have higher frequency of 
sexual intercourse after surgery and 15 subjects (54%) 
preferred to have no change at all. Three 
explanations can be offered to the differences in 
findings. First, the age distribution in the present 
study is prone to be an older one (mean age = 43.8, 
S.D. = 8.34) and the subjects have children. Sexual 
life in this group may be less active as they are in 
their middle ages. As their frequency of sexual 
activity is already not high, a decrease may mean an 
almost none sexual activity and they may therefore 
prefer a "no change" option. Moreover, about 7 to 8 
women already had no sexual activity before surgery 
and a "decrease" option is thus impossible. Secondly, 
pat~ents who have been away from home and have no 
sexual activity for at least a month at the post-
surgery ~easures, may long to resume sexual activity 
when discharged. Thus they chose the "increase" 
option. Thirdly, though patients wanted to resume 
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sexual intercourse and even at a higher frequency, it 
is still uncertain whether they would encounter 
problems in achieving what they wish. 
3. Poor Sex Knowledge of Chinese Subjects 
As compared with the mean of the raw scores of 
the Information sub-scale, it is found that the 
Chinese subjects, both male and female college 
students and patients, (mean = 8.15, S.D. = 1.52; mean 
= 7.26, S.D. = 1.78; mean = 12.90, S.D. = 2.73 
respectively), have less sex information than the 
Western male and female subjects in the Derogatis's 
study (mean = 21) (Derogatis, ' 1975). However, the low 
scores in sex information is not a surprise findings. 
In a comparison of knowledge of sex information 
between the US students and Chinese medical students, 
results indicated that Chinese subjects wer e less 
knowledgeable (Chan, 1990). Moreover, in another 
study of sex misinformation and misconceptions among 
Chinese medical students in Hong Kong, results 
reflected areas of gaps in sex knowledge as well as 
misconceptions traceable to traditional Chinese 
beliefs on the association between health and semen. 
The subjects also ~ely more on the public media than 
on health professionals as a source of sex information 
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(Chan, 1986). Medical students, as-future health 
professionals, have relatively less sex information 
and mor"e misinformation as compared with US students. 
It is therefore not surprising that patients' sex 
information is not high. However, there is no 
significant difference in sex information between the 
college students and patients. College students 
learned about sex information from education while 
married patients learned from sex experiences. 
Nevertheless, college students and future 
professionals should equip themselves with knowledge 
about sexuality which is a common human concern. 
IV. Implications 
Increase of Sexuality and Body Image 
As discussed previously, psychological 
symptoms have a negative correlation with sexuality 
and body image and Western and Chinese studies also 
revealed a possible decrease of sexuality and body 
image in gynaecological cancer patients (Anderson & 
Elliot, 1993; Weijmar, et al., 1992; Corney, et al., 
1992; Tang & Hoy, 1985; Ngan, Tang & Lau, 1994). 
However, it also indicates a possibility that a 
decrease of psychological symptoms may lead to an 
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increase of sexuality and body image. Clinical 
psychologists may offer some help in this area. 
2. Applicability of DSFI and Derogatis's Model of 
Cancer Impact 
DSFI and its Chinese version is for the first 
time being utilized in Chinese samples. In the 
reliability check, the Cronbach's alpha of most of the 
sub-scales and the concurrent validity are 
satisfactory. Derogatis assumed that sex information 
facilitated sexual satisfaction and sex experience. 
However, as discussed in the previous section, sex 
information of the Chinese subjects is relatively less 
than the subjects in Derogatis's study. Moreover, 
Ch en and Yang's study revealed that the American 
Chinese adolescents had a more conservative attitude 
towards sexuality (Chen & Yang, 1986). As the 
Experience sub-scale of the DSFI explicitly describes 
human sexual activities, subjects may feel embarrass 
to complete this sub-scale. The conservative attitude 
may . also affect subjects' responses. In sum, DSFI is 
applicable to Chinese study but careful analysis of 
the Information and Experience sub-scales is necessary 
so as to suit the characteristics of Chinese subjects. 
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Derogatis's model of cancer impact is a 
comprehensive model and it has given some insights on 
the selection of variables. As the present study does 
not attempt to test the model or to apply it on the 
Chinese gynaecological cancer patients , only a few 
variables are thus employed. However, Derogatis's 
model can be tested or applied on Chinese subjects in 
later studies if the sample size is big enough to 
employ all the variables suggested in the model. 
Conclusion 
The present study is a preliminary study to 
examine the psychosexual functioning of 30 Chinese 
gynaecological 9ancer patients before and after 
surgery. Results suggests that as hypothesized, there 
is a decrease of psychological symptoms and an 
increase of body image after surgery. Moreover, 
though there is a significant decrease of sexual 
satisfaction at the post-surgery measures, patients 
are not reluctant to resume sexual intercourse. 
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Limdtation and Recommendation 
Limdtation 
1. Absence of Control Group 
Surely it is better to have a control group of 
patients to demonstrate that changes in the 
experimental group is valid. Without a control group, 
it is uncertain whether changes at the post-surgery 
measures are caused by cancer effect or surgery 
effect. However, it is impossible to have a control 
-grou~ of patients who suffer from cancer and need to 
undergo surgery so as to demonstrate the effect of 
gynaecological cancer. It is also hard to have a 
control group of gynaecological cancer patients who 
receive different types of treatment, such as 
chemotherapy and radiotherapy. These types of 
treatmerit lasts for several months and it is different 
from surgery which is a one-shot treatment. Because 
of the above difficulties, there is no control group 
in this study and patients can only be compared with 
female college students in some aspects. 
2. Small Sample Size 
In order to widen the sample size, the data 
collection period lasts for 9 months. As the marital 
status, age and childbearing experience are controlled 
in the present study, not many patients are fit for 
the study as a result. In order to achieve parametric 
statistics, 30 subjects are finally recruited~ 
3. Short Time Interval Between Pre- and Post- Measures 
It is understandable that sexuality and body 
image are life-long variables and a change within a 
few weeks do not indicate a real change. A 
longitudinal study is recommended to examine patients' 
changes in sexuality and body image in the long run, 
especially after their discharge and resumpt~on of 
sexual activity. 
4. Inadequate Information on Patients' Perception of 
the Surgery 
There is a lack of information about patients' 
perception about surgery, such as the degree of 
danger,the degree of satisfaction after the surgery, 
and whether patients have any regretful feelings. In 
the foltow up studies, these questions should be 
added. 
5. Limited to Lower Socio-economic Class 
This study failed to have a wide coverage of 
various socioeconomic classes of women with 
gynaecological cancer. Subjects in this study mainly 
came from lower socio-economic class. Their 
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educational level was ranged from primary to 
secondary. Most of them and their spouses were 
skilled or noti-skilled labours, clerical workers, and 
none of them was a professional. 
6. Carryover and Practice Effects 
The present study is a within-subjects design 
and the carryover and practice effects are unavoidable 
(Keppel, 1980). To minimize the effects, the interval 
between the pre- and post- surgery measures are 
lengthened as far as possible, making it 3 to 4 weeks 
after surgery and just 1 to 2 days before discharge. 
The treatment conditions of the patients are roughly 
the same so as to avoid the differential carryover 
effects to take place. 
7. Paired t-test 
Raman and Raman suggested that a paired t-test 
using the scores as a continuous variable may lead to 
erroneous conclusions (Raman & Raman, 1990). However, 
as suggested by Stevens, t-test is an appropriate and 
common way to measure the changes between pre- and 
post- treatment as the subjects are compared on the 
same dependent variables (Stevens, 1990). 
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Recommendation 
The present study is a preliminary study to 
examine the changes of patients' sexuality, body 
image, and psychological well-being after surgery. It 
should be a longitudinal study as a change of these 
variables several weeks after surgery does not imply a 
real change. A real change can only be measured when 
patients resume their normal sexual life after a 
certain period of time, such as a year afterwards. 
Moreover, since these subjects are still receiving 
treatment and recurrence of cancer is possible, it is 
therefore worthwhile to trace their sexuality, self-
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• . Append ix B 
\ 
徵 狀 檢 杳 恙 1 
徵 狀 • 紐 輕 度 中 度 ... 
1 . 身 體 不 適 • • • • 
2 . 疲 勞 • • • • 
3 . 惡 心 • • • . • 
4 . 嘔 吐 • • • • 
5 . 沒 有 胃 口 • • • • 
6. 口腔濱爛 • • • • - • 
； 7 . 禿 髮 ， 脫 髮 ‘• • • • 
8 . 皮 度 變 色 • • • • 
9 . 靜 脈 輸 入 • • • . •口 
1 0 . 排 流 物 “ • • .• • 
1 1 . 人 工 肛 門 • • • • 
1 2 . 痛 礎 • • • • 
# 
• Appendix C 
對疾病及治療認識檢奇表 
1.診斷與面談的相距時間 _ 月 
2 .對診斷的理解 ... 
a ) 完 全 認 識 
b) 一個腫瘤 
_ c ) 癌 病 
3 . 甚 麼 是 癌 病 
a ) 從 來 沒 有 I I 過 
b ) 痛 苦 
c ) 死 亡 
d )完全認識 
4 . 手 術 茛 況 
a ) 並 不 理 解 • 
b ) 切除器官 、 
c ) 切 除 腫 瘤 
d)—種根治的手術 
5 . 手 術 / 電 療 / 化 療 原 因 
a ) 知 道 • 
b ) 不 知 道 ， 
6 . 手 術 / 電 療 . / 化 療 對 治 療 癌 病 的 效 用 貉 生 有 沒 有 解 釋 
a ) 有 
b ) 沒 有 \ ’ . . V 
如果有，治療癌病效用是：（ 0 - 1 0 0 I ) % 
95. 
I • 
* Appendix C 
7 . 你 自 己 覺 得 手 術 / ib療 /電療對治療癌病的效用： 
( 0 - 100 ^ ) % 
8 .病況之預測 
a ) 並 不 理 解 
b ) 已 復 原 
c ) 並 不 理 想 
d ) 不 知 道 
e ) 希 望 知 道 
9.病人自己對認識其疾病的要求： 
a )不願意知道 • 
b)沒有詢問，因為 
i)翳生沒有時間回答問題 
i i )豁生不會講出真相 




b ) 否 ， 因 為 . . . . . . . . 
1 1 . 是 否 已 接 受 手 術 / 化 療 / 電 療 ？ 
a ) 是 ， 在 日 / 月 之 前 . 
b )否，將會 在 日 / 月 之 後 
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